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A 64-year-old male with congestive heart 
failure and an implantable cardioverter-defibrillator 
in place with a 3-month history of febrile, fatigue, 
cough, and weight loss was referred with a suspi-
cion of cardiac device-related infective endocarditis 
which was confirmed with a blood culture (Strep-
tococcus gallolyticus).
Transthoracic echocardiography (TTE) and 
transesophageal echocardiography showed reduced 
left ventricular ejection fraction (25%), moderate 
tricuspid regurgitation with no features of vegeta-
tion, floating masses on the pulmonary valve (PV) 
causing functional PV stenosis with severe regur-
gitation (Vmax 2.1 m/s, PHT 228 ms; Fig. 1A, B), 
and an oscillating mass on the atrial lead (Fig. 1C). 
Cardiac computed tomography (CT) revealed 
a widening of the pulmonary trunk with emboli 
at the bifurcation. The patient received empiri-
cal (vancomycin, gentamicin) and subsequently 
targeted (vancomycin, ciprofloxacin) antibiot-
ic therapy, followed by hardware removal with 
transvenous lead extraction (Libertor locking 
stylet and Byrd Sheath; Cook Vacsular Inc, USA; 
Fig. 1E). The patient had not qualified for PV sur-
gery due to high procedural risk.
After 3 weeks, peripheral pulmonary embo-
lism was still observed in an angio-CT, along with 
lesions suspected for malignancy in both lungs 
(Fig. 1F), which was excluded by high-resolution 
CT and bronchofiberoscopy. At 3-month followup 
there was no fever, inflammatory markers were 
low, pulmonary lesions were resolved and TTE 
showed stable PV vegetation size. 
We described a rare case of lead-related infec-
tive endocarditis with co-existing PV vegetations and 
no tricuspid valve involvement. Complete hardware 
removal and antimicrobial therapy turned out to be 
a sufficient treatment option. Large vegetations with 
numerous pulmonary emboli can be effectively treated 
non-surgically if a patient is hemodynamically stable.
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Figure 1. A. Two-dimensional transthoracic echocardiography (2D TTE) parasternal short-axis view at the level of 
the great vessels: vegetation is visible at the pulmonary artery valve (main pulmonary artery focused projection); 
B. 2D TTE focused on the pulmonary valve; C. Large vegetation (22 × 31 mm in size) in right ventricular outflow tract 
seen in transesophageal echocardiography (TEE); D. TEE showing atrial lead vegetation; E. Computed tomography 
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